INTRODUCTION
When Northern Ireland was established in 1921, provision for the care of the pregnant woman was governed by the Irish Poor Law Act (1838).1 This Act had established Boards of Guardians throughout the country in order to provide workhouses for the destitute able-bodied. Later, in 1851, the Guardians were made responsible for the existing dispensary service and were directed to develop it. Dispensary doctors and midwives were appointed in areas throughout the country. Among their duties was the care of destitute pregnant women during labour and the puerperium. In 1898, rural and urban district councils were set up and made responsible for the care of all other pregnant women and their children at health clinics. Midwives employed at these clinics did not attend women in labour. In 1921, only 21 of the 64 councils which now formed Northern Ireland provided this service.2 DEVELOPMENTS 1921 DEVELOPMENTS -1948 In 1924, Sir Dawson Bates set up a Commission to examine the provision of health services in the province. In May 1928 the Minister stated that there was no money available to carry out any of the recommendations. 3 The inadequacy of health care was especially apparent with regard to maternity and child services. The mortality statistics reflected this; the province had the highest maternal mortality and second highest infant mortality rates in the United Kingdom. 4 During the period until the National Health Service was established there was little progress in health care. Several Boards of Guardians converted the infirmaries attached to the workhouses into district hospitals. Thirteen were thus converted and many were staffed by local general practitioners. Pregnant women with complications could be admitted from home to these new institutions as fee-paying patients. The only specialist maternity hospitals in the province were Another group also expressed concern about health care. In October 1942, the Nuffield Provincial Hospitals Regional Council for Northern Ireland was set up under the chairmanship ofDr Lindsay Keir, Vice Chancellor ofThe Queen's University ofBelfast. This Council invited three eminent physicians from Great Britain to visit all the hospitals and clinics in the province. These doctors made recommendations which were studied by the Council, which later published its own proposals for the future development ofhospital services in the province. 12 Among the proposals was the provision of beds in hospital for 70 per cent of pregnant women. Nursery facilities were also to be provided. 1936, Professor Lowry stated that he considered the work expected from midwives was really 'slave labour'. Those who were employed as dispensary midwives had no off-duty time or annual leave. It was compulsory for the midwife to leave a written message on her front door stating where she could be contacted while out on duty or on a social visit. There was no pension scheme so there was no age limit for retirement. Many of these midwives struggled to maintain a service when they were no longer fit to do so. The salary for a dispensary midwife in 1948 was only £40 per year. DEVELOPMENTS 1948 DEVELOPMENTS -1992 The Health Services Act (NI) 1946 There was an immediate demand for the service which, for the first time, was free to all. Likewise, drugs and sterile packs were obtained free of charge. If complications developed in pregnancy a 'home-help' service, also free of charge, was provided to look after the patient and her family. A maternity grant (£5.00 in 1948) was paid to all women. Those women who had sufficient insurance stamps were granted a maternity benefit for 18 weeks during the statutory period of maternity leave. However, in many occupations at that time there was a marriage bar for women, so few obtained this benefit. Later, in an attempt to reduce the demand for hospital confinement, the Government paid a higher grant to any woman who was delivered at home, and eventually abolished the grant to hospital patients. These measures failed and demand for hospital confinement continued apace. The problem of insufficient beds was overcome by the early discharge of mothers and their babies from hospital. Unfortunately, this action was frequently carried out in a haphazard way and often led to conflict between hospital and domiciliary staffs. Despite all the changes, Medical Officers regularly reported that there was a hard core of women who still did not seek antenatal care, summoning help only when in labour. On the other hand, Macafee, working in a hospital where there was a policy of selective booking, stated that women were attending for antenatal care much earlier than was the norm in the 1930's.22 He attributed this change to the provision of additional food rations to pregnant women, a policy which had been introduced during the War years. The County Medical Officers ofHealth expanded their services. All domiciliary midwives became full-time employees of Health Committees. They were guaranteed annual leave and were paid a bicycle allowance, later replaced by a motor car allowance. All were supplied with new equipment which included sphygmomanometers. Prior to 1948 midwives had to supply their own instruments. Inhalation analgesia, 'gas and air', had been introduced in some maternity hospitals in England during the 1930's. Training in its use started in the Belfast midwife training schools in 1946. However problems still existed because for many years there were insufficient 'Minnit' gas and air machines available, or a lack of cylinders containing the gas. Another problem on the district was the care of premature babies. There were no nurseries in hospitals. The County Health Committees eventually provided wooden incubators for home use. These were heated by two 60 watt bulbs ifthe house had an electricity supply or alternatively by hot water bottles. Expansion was slower in the hospital services. In 1946, after the War, trainee specialists, both service and supernumerary, were appointed to the Belfast hospitals. When the Hospitals Authority was established there were two major problems -building materials were not available to upgrade and expand hospitals, and there were no trained specialists to staffperipheral hospitals. By 1951, eight provincial hospitals had a specialist obstetrician on the staff. The expansion of this service was completed in 1963. At the same time the general practitioner hospital maternity service was developed. Most provincial towns had some facility, either in a separate building such as the Cottage Hospital in Ballymena, or shared with a consultant obstetrician, eg in the Erne Hospital, Enniskillen. The development of this service gradually led to the virtual disappearance of the domiciliary service. The expansion of general practitioner hospital units was completed in 1973. At the beginning of the Health Service all family doctors who wished were included on the obstetric list. From 1 January 1967 it was compulsory to have served as a houseman for six months in a recognised hospital post before admission to the list was granted. Thereafter, the doctor had to be responsible for a certain number of deliveries and to attend refresher courses in order to remain on the list. These regulations had to be altered from time to time as the number of births decreased. The 1970's saw a tremendous expansion in medical knowledge, the development of new equipment and the introduction of new drugs. These produced great changes in the care of the pregnant woman. Modern electronic fetal monitoring had been introduced by Hon 1 .52/1,000, and by 1992 it was zero. The estimated perinatal mortality, based on notification ofbirths, was 50/ 1,000 in 1948. In 1976 this had fallen to 25/1,000, while in 1992 the figure had fallen further to 8/ 1,000. These remarkable results could not have been achieved without a marked alteration in facilities. In 1948, only 30% of women were delivered in hospital -specialist and family-doctor units. In 1992, almost 100% of deliveries took place in specialist hospitals. Advances in technology have led to the disappearance of the family doctor being involved in the management of labour. The continued compulsory education of specialists and midwives has been of the utmost importance. Neonatology has developed and is now recognised as a specialty in its own right, and all obstetricians rely on and appreciate the unselfish efforts of their new colleagues.
